for a week with severe pains in the abdomen and lumbar region. The abdomen was then much distended. She could no longer work in the laundry, but was able to sit up and ply her needle till admission, when her health was failing rapidly.
She was rather tall and somewhat emaciated. She lay on her back in bed, feeling uneasy when sitting up or lying on one side. The abdomen was extremely distended, especially towards the left; the superficial veins were dilated, the integuments free from cedema. The girth at the umbilical level was 444 inches; the distance from the ensiform cartilage to the umbilicus 11 inches; from the umbilicus to the symphysis pubis i44 inches. The distension was due to a tumour which reached to and pushed forward the ensiform cartilage. There was resonance in the left loin, but not in the right. The lower part of the tumour was very prominent and fluctuated separately from the rest, from which it appeared to be divided by a deep groove. Over the upper and lateral parts was distinct fluctuation.
On vaginal examination the cervix could be felt rather high up and far back in the pelvis. The sound passed three inches forward and to the right; it could be moved somewhat forwards, but in no other direction. The tumour descended into Douglas's pouch and the left fornix, and on the other hand extended anteriorly downwards in front of the sound. A mucous polypus, about one inch in length, projected from the os.
The period, regular till a year before admission, had not been seen for six months. The average daily excretion of urine, independent of what passed during defeecation, was 35 ounces during the first week in hospital, the sp. gr. 1020. There was a trace of albumen. The temperature was normal; the pulse 100, hard, small volume.
The diagnosis was very uncertain; there had been no menorrhagia, and I have seen many large ovarian tumours of ten or twelve years' standing present similar features, physical and clinical. Hence some of my colleagues, as well as myself, were inclined to consider that the tumour was ovarian, although before beginning the operation I expressed doubts, owing to the long history of a tumour.
As the bulk of the fluid caused great distress, I tapped the lower part of the tumour with the aspirator on June 20th, but only 6 pts. 17 oz. of a yellow, serous, imperfectlycoagulable fluid escaped. On tapping the upper part nothing came away excepting a little blood. I will presently return to this question of paracentesis. Though so little was removed good results followed in this case. The patient ate and drank better and felt in better spirits.
Five days later, June 25th, 1892, I operated, assisted by Mr. Butler-Smythe. I made a long incision ending four or five inches above the pubes, lest the bladder should be wounded. The surface of the prominent lower part of the tumour was exposed. It It ran over the capsule round the right side of the tumour, and behind it to its normal insertion on the uterus. I passed the serre-nceud above the elastic ligature, then introduced two pins and cut the entire tumour away. The caecum and appendix lay close to the serrenoeud wire. The elastic ligature was removed. I carefully sewed the parietal peritoneum to the serous lining of the stump on the proximal side of the wire. The rest of the wound was closed in the usual way with silkwormgut sutures.
Even when removed, the relations of the tumour to the natural structures which had to be sacrificed with it were not to be detected at a glance. I have endeavoured to make the matter clear by the annexed sketch. The noteworthy feature was that, notwithstanding the enormous size of the right tumour, and the extent to which it had displaced the peritoneum elsewhere, the right mesosalpinx was almost normal. In the sketch, R represents the line of reflection of the layers of the broad ligament on to the tumour. In fact, the tube was attached to the tumour by its mesosalpinx. In a broad ligament cyst, and in a burrowing ovarian cyst, the tube always lies in contact with the tumour which effaces the mesosalpinx by burrowing between its layers.
In this case the tumour developed on the right side of the uterus (like b on the opposite side), and burrowed between the layers of the right broad ligament below the level of the mesosalpinx, finally dissecting up and distending the pelvic peritoneum, stretching the round ligament in front, and carrying upwards the cmcum. The distending and stretching of the peritoneum must have prevailed over the dissecting-up process, else the tumour would have lain against the parietes entirely in front of the parietal peritoneum, or else against the aorta and posterior boundaries of the abdomen behind the posterior reflection of the peritoneum. As it was, a deep peritoneal pouch lay between the tumour and the structures in front of and behind it. Stretching (with hyper. trophy, of course) of the peritoneum is seen in broad ligament cysts which may be of great size, although the relations of the peritoneum around them remain absolutely unchanged. Here it is the mesosalpinx alone, normally a very small peritoneal fold, that undergoes so much distension. In my case the tumour stretched the peritoneum forming the broad ligament below the level of the ovary, and also stretched part of the peri-toneal lining of the right iliac fossa. As usual, when it began to stretch, it ceased to dissect up and displace any more peritoneum.
The solid part of the tumour weighed 10 lbs. 6 oz.; the fluid amounted to 25 pints. Hence, including the 6 pints 17 oz. removed five days previously, the patient was relieved of about 42 lbs. of solid and fluid material. The tumour itself was divided into two parts by an hour-glass constriction. Each part consisted of a main cavity, communicating with the same in the other half, as I mentioned in describing the operation, and bounded by a solid wall which varied in thickness from one eighth of an inch to over two inches. The solid matter was throughout, wherever cut into, a spongy tissue, as in soft uterine fibroids. It was full of cavities, which gave it a bullous appearance on section. A piece, where this appearance was most distinct, was preserved for microscopic examination.
From these solid walls much broken-down material projected into the cavity. Beyond what had been torn down in the course of the operation, there were masses of pedunculated bodies, two or three inches long, apparently fibrinous. They may represent changes in old coagula, such as are seen in hydroceles and bursal sacs. Mr. Targett made several sections of the " bullous"
tissue,1 described above, in the laboratories of the College of Surgeons. The tissue consisted of loose bundles of almost pure plain muscle-fibres in a colourless matrix; there were spaces which bore no lining. Hence the histology of the tumour throws no light on its origin. I I Since this paper was prepared, M. Maurice Cazin examined a cystic fibroid which M. Segond had removed by operation; it was found attached to the fundus by a broad pedicle. The greater part of the c stic structure was due to cedematous softening; but near the surface of the tumour were minute cysts, not larger than millet-seeds, which were found to be lined with cylindrical epithelium. The uterine mucous membrane, though so far from the periphery of the tumour, seemed to M. Cazin to be the only possible source of origin of these epithelial cysts. Possibly, in my own case, the bullous structures might have originally been lined with epithlelium which had become shed through a degenerative process.
believe that the cavities which appeared like bulle on section might have been developed from lymphatic vessels. The endothelial lining of these vessels in morbid growths is not easy to detect by the microscope.
In the after-treatment of the case the stump gave me some trouble, as, notwithstanding every precaution, dressing with absorbent gauze, tannin, and iodoform, there was a considerable amount of sloughing below the level of the wire during the second week. The sloughy tissues were gradually trimmed away, and by the seventeenth day the wound was clean and granulated freely. It was packed with iodoform-gauze, and washed out daily with red lotion. The patient was discharged on August 9th.
When I saw her last, on April 28th, 1893, she was in excellent health and had gained flesh. The cicatrix, deeply puckered, was firm and healthy; there was no indication of any hernial protrusion. It is remarkable that a slight "show" of blood occasionally issued from the vagina, though the appendages had been entirely removed, and the greater part of the uterus amputated, the stump undergoing extensive destructive changes during convalescence. The show is probably due to the small mucous polypus.
I did not remove the mucous polypus, as it gave no trouble; there was neither discharge nor hamorrhage. I know of a case where a polypus of this kind was twisted off, a large uterine fibroid existing. The removal of the fibroid was to have taken place a few days later, but the minor " operation killed the patient.'
It cannot be said that the pathology of fibro-cystic myoma of the uterus is thoroughly known. According to some authorities the cysts are formed by breaking down of myomatous tissue through cedema or fatty degeneration, but the manner in which this breaking down begins has been explained on different hypotheses.
Certain pathologists believe that the cysts are originally developed from dilated vessels or blood-sinuses. Others maintain that they represent obstructed lymph-channels. In the later stages all these changes may be detected, but the initial lesion cannot then be determined.
Virchow distinguishes a myxo-myoma from simple cedema. Yet may not the latter be the cause of myxomatous degeneration? CEdema and softening, Gusserow admits, may result from changes during pregnancy. As damage to the nutrition of a solid "fibroid" during parturition may cause its delivery (if submucous) or suppuration or gangrene, so similar damage may set up cystic changes. My patient had borne children since the tumour had grown large enough to attract her attention. The disappearance of myoma during pregnancy may be explained, Gusserow suggests, in the same manner. W. Muiller, among recent writers, does not reject cedema, but his views on lymphangiectasis will presently be considered. The myxomatous degeneration and the condition resembling "molluscum fibrosum" of Virchow, which have been observed by Bland Sutton and others in specimens examined under the microscope, no doubt exist in the solid matter around fibro-cysts, but these authorities do not prove that they cause the cysts to develop. In several of the cases above quoted, as in many others where cystic fibroid of the uterus was taken for an ovarian cyst, the tumour was pedunculated. Hence the uterus moved freely from it, and hence it is very natural that it was mistaken for an ovarian tumour. Sir Spencer Wells notices errors of this kind in his well-known writings. Gusserow observes that cystic fibroids are said to grow quickly, whilst ovarian cysts grow slowly, "but numerous exceptions on both sides are sufficient to show that this point of diagnosis is unsafe." All observers of any experience will agree with him. Ovarian cysts often increase rapidly; on the other hand, when the vessels of the pedicle become gradually obliterated, they not rarely remain stationary (whether large or small) for many years. Some uterine cystic fibroids grow rapidly; some, as in my case, increase slowly.
The catamenial history is often misleading; menorrhagia may be present when the cyst is ovarian, and cystic fibroids are seldom associated with that condition. In my case no "show" had been seen for six months, yet there was a mucous polypus, which often keeps up hemorrhage. The menopause is frequently deferred till fifty or later in patients subject to fibroid of the uterus.
The fluid found in large cystic fibroids has been described. It is certainly different from the characteristic glairy fluid which fills the cavities of multilocular ovarian tumours or the watery contents of broad ligament cysts. But tapping is dangerous, and not to be advocated in doubtful cases as a means of diagnosis. Again, fluids in cysts may undergo many changes which alter their appearance and puzzle the observer. Large ovarian cysts not rarely contain a lymph-like, pale yellow fluid. breaking-down tissue bordering on the cyst may be pushed forwards and obstruct the cannula. In Dr. Keith's first case, when the tumour was already exposed at the operation, "there was a difficulty in getting in the trocar. The cyst was quite thin, but it required a very strong effort to push in the instrument." In Case 5, during operation, much force was required to pierce the tumour, and then nothing but a little blood escaped. Should the tumour be a very soft, solid uterine "fibroid," which often feels cystic, tapping would involve great dangers.
An exploratory incision is but a step towards operation. In my own case, as in many others, the mere exposure of the tumour by no means settled the diagnosis. This subject, the appearance of the cyst-wall, has, however, been already discussed. In Sir Spencer Wells's case, performed at Dublin in 1864, the nature of the cyst was not evident at a glance even after exposure and tapping. The tumour must be manually explored with great caution, so that its relations may be determined.
There can be no doubt that, other conditions being the same, the removal of the tumour is more justifiable and more necessary when it is cystic than when it is solid. Some of the reasons for this opinion have already been given. Gusserow shows, from the collected evidence of earlier workers, that the duration of cystic fibroids is relatively short, the longest period being ten years, whilst in many cases death occurred within a few months. It is not possible to determine how long the tumour had become cystic in my case. Suppuration through thrombosis in their substance or neighbourhood is frequent. The rapidity of growth, and tendency to suppuration and to increase instead of diminish at the menopause, all suggest that an operation is needed.
When the tumour is pedunculated, as is so frequently the case, its removal is not very difficult. The pedicle is harder to secure than that of an ovarian tumour. The ligature may slip, and the serre-nceud involves sloughing which may extend into the uterus or give rise to troublesome hemorrhage. When the cyst burrows under or behind the parietal peritoneum, or in front of it, the difficulties of the operation are great, as my case proved. The complications may be very intricate, too varied and complex for any description here in detail. Fuller information will be found in the writings of Sir Spencer Wells, Keith, Pozzi, and others. To the special difficulties arising from displacement of peritoneum may be added those not rare in cases of solid "fibroid "-such as vascular adhesions and difficulty in making a pedicle. In a case where Dr. Cushing successfully operated, the patient, aged fifty, suffered severely from dyspncea owing to the bulk of the tumour. She had to be made to sit crosswise on the table. As the tumour was rolled out the veins, relieved from pressure, began to distend, and syncope threatened to come on; she was placed in the ordinary recumbent posture and the operation completed. Other operators have experienced great trouble owing to rents in the peritoneum, which required union by suture, unless the edges of the serous membrane could not be brought together, and then the raw surface required drainage.
The uterine tissue is often cedematous and otherwise degenerate. Hence the stump requires very careful dressing, and in spite of all precautions may, as in my case, cause much trouble during the after-treatment.
Perhaps firm packing with absorbent gauze, frequently changed, is the best kind of dressing. It is of particular importance that the peritoneum be well united by sutures to the stump on the proximal side of the serre-noeud wire. This practice prevents retraction of the stump into the peritoneal cavity, an accident always serious in hysterectomy, and especially dangerous when the remains of the amputated uterus are soft and bulky, as in cystic fibroid disease, so that the sloughing process may extend some distance below the level of the wire.
